LEVEL 3 AUDITS PEARLS and TIPS
MOST IMPORTANT: TELL A CLEAR STORY ABOUT THE QUALITY OF CARE DELIVERED
ALIGNMENT: The goal of a peer review is to tell a story about the care delivered. The referral source is variable and each referral source may pose challenges, for example:
· Member services: Requirement to review, difficult to determine quality issue
· Risk management: may not align with quality work
· Legal: can involve decades of care that needs to be reviewed
· Physician same department: why is there disagreement about the standard of care in the same department.
· Physician different department: do the two departments really understand each other
· Quality indicator: do we have the best department triggers in place.
The quality coordinator take the complaint/allegation/referral and they have to line it up with the queries and the ultimate review. In other words, whatever the referral source offered as a quality issue, even if difficult to determine must match the queries and the review answers. If there is any question, then the coordinator should work with the reviewer, or even the referral source if possible (ie risk management) to better understand what the quality issue is that needs to be explored. 

REFERRAL SOURCE
1. List referral source clearly. It is the key to understanding how the story started. Including the referral source in the summary paragraph is very helpful, ie, “per family member…”
2. Member service inquiries should be stated first before interpreted to make it clear what the quality issue is that we are going to review. Consider putting the complaint in quotations and then stating the QM issue. 
3. Pay attention to your leading referral source. If many of your cases come from risk management, make sure there is a good process to both identify and manage those cases as they come in. 
4. Use a triage process in the quality department that evaluates cases first. This helps with cases from peers and from risk. (Member service referrals are already triaged). 
5. Use department indicators to open cases. This is more reliable and consistent than complaints. If the cases referred are not useful then change the indicator. 
NARRATIVE: (Description of Events)
A peer review abstract is a concise summary of the events surrounding a potential quality concern that develops an appropriate line of inquiry for the reviewer.  A clinician reading the abstract should understand the events of the case and the reason it is being reviewed.  A brief statement of the issue for review should be included at the beginning of the abstract.  The issue description should be specific to the case and phrased in a neutral manner.  
“Evaluation and treatment of chest pain and abnormal EKG” is appropriate.
“Potential delay in diagnosis” does not include sufficient detail.
The following is appropriate: Member alleges:
•	Premature discharge from hospital
•	Surgical complication which led to numbness in the left arm
The narrative summary should be factual, include enough detail to understand the issue for review, and should not make conclusions or suggest that an error has occurred.  It should address all issues in the referral, and it should be easy for a non-specialist to understand.  In addition, the reason for review should be apparent and the questions should be easily understood without referring to the medical record.  
Abstracts should not include abbreviations (unless they are defined in the abstract), medical jargon, provider names (initials are acceptable), or “cut and paste” of medical record entries.  Abstracts should be concise, so excessive detail and extraneous information should be avoided whenever possible.  
1. Watch copy and paste. Balance length. If docs want everything for review then redact later. 
2. Phrasing such as “provider under review” helps keep story clear.
3. For complicated fact sets, consider creating a TIME LINE.
4. If the physician reviewer is going to put all the info into the rationale, then it doesn’t need to be in narrative as well.

QUERIES Questions for Reviewer
Questions should be phrased in a neutral manner, should not draw conclusions about the care, and should not suggest that an error has occurred.  Although they should develop a line of inquiry for the reviewer, leading questions should be avoided.  
“Please include if there was evidence of (condition) and to what degree it was identifiable” may be considered on a case by case basis, but might be considered leading in some circumstances.
Doctors and Coordinators can draft questions together. The queries guide the reviewer to address the quality issue. Make sure everyone is clear on the quality issue they are exploring. 
Sample Questions to Avoid
· Was there a complication? (better to ask if recognition and management appropriate)
· Did the mistake result in an adverse outcome? (implies that an error has occurred)
· What is the workflow for…..? (better to ask if evaluation and treatment appropriate)
· Did the physician recognize his error?  (implies that an error has occurred)
· Was….the result of inappropriate or substandard care? (not phrased neutrally)
· How could the outcome have been improved? (calls for speculation)
· “Please explain” (redundant, all responses require an explanation)
· “Are there any learnings we should share” is better than “Is there anything else that could be improved in this case”
· If protocols exist that reflect the standard of care, write the question as “what is the protocol, was it met and if not, why not” 
STANDARD QUESTIONS
1.  Consider a standard question that matched the IOM standard definition of a diagnostic error, “Was there any delay or error in diagnosis or treatment or the communication of diagnosis or treatment”.  
2. Other standard questions to always include: If score was a P1 (low potential for harm), why was it not a P2 (high potential for harm); If score was a P2 (high potential for harm), why was it not a P1 (low potential for harm)? Acts with no potential for harm should be considered a P0.
3. Use standard templated questions:  develop questions for Radiology, Pathology, Suicide Review, Medical Management (exist), Surgical Complications  (exist), Delay diagnosis, Wrong diagnosis, Never Event (to be developed), medication error (to be developed), readmissions (to be developed). 
A sample of template questions credits to Dr. Tseng at KPSD:  

	· Were any quality issues found?

	· Was there consistency with the community or KP standard of care (whichever is higher)?

	· Was there appropriate technical expertise or consultation? 

	· Was there adequate documentation and communication?

	· Were guidelines followed?

	· Were tests and treatments appropriate and done in a timely way?

	· Were relevant safety net systems engaged?

	· What was the potential for harm for the patient with the care gap described?



[bookmark: _Hlk497223877]Radiology Standardized Peer Review Questions (Approved by Radiology Chiefs, Nov 8, 2017)

1. Was the study interpreted correctly relative to provided clinical history? 
2. Was the study appropriately compared to a prior study if available? 
3. Were important incidental findings interpreted correctly?
4. On retrospective review, would radiologic findings be considered subtle or obvious by most Radiologists? 
5. Was the study read and interpreted in a timely fashion as per department protocol? 
6. Were the results of the study communicated appropriately as per departmental protocol?
7. Were relevant local and regional safety nets appropriately utilized?
8. If there were missed findings, did it contribute to a delay in care for the patient?

Procedural Complication for surgery and other procedures are sometimes called “Curry Questions” to recognize Dr. Diana Curry of LAMC. This can include any post procedure complication such as hemorrhage or infection. 
	· Was patient selection and procedure choice appropriate

	· Was Informed Consent discussed & documented

	· Was technical execution appropriate and  documented 

	· Was everything done to prevent the complication during the procedure? What is the expected frequency of this complication and to what extent could we determine if it was preventable?

	· Was the complication identified in a timely fashion with prompt & appropriate management?

	· Was there appropriate use of consultants to help with the complication?

	· Was the complication completely documented and the family informed?

	· Was appropriate follow up to resolution arranged for the patient?


 
[bookmark: _Hlk499814152]Suicide Review template:   
(Standard Department/System Quality Review Questions: Danger to Self/Danger to Others Events)
	· Was the Danger to self/Danger to others risk assessment complete and appropriate? Were the appropriate interventions taken and environmental safety assessment appropriate (i.e. weapons, abuse, Tarasoff reporting)?

	· Were the treatment modality and return intervals documented and appropriate?

	·  

	· Were clinic cancellations followed-up and rebooked in established manner consistent with the treatment plans?

	· If any appointment scheduling opportunities occurred in the clinic (patient/clinic), do the practitioner notes reflect communication or appropriate outreach to patients? 

	· Were there any other opportunities identified?



	Suicide of any patient receiving care, treatment and services in a staffed around-the-clock care setting or within 72 hours of discharge:  including the hospital's emergency department. 
	Patient suicide or attempted suicide resulting in serious disability.



These two main indicators need quality reviews or the necessary CSA. We also recommend that any known suicides while in treatment in BH OP or ambulatory services be reviewed by the relevant medical staff committees.

SCORING
4. POTENTIAL FOR HARM (PFH) is the guide for P score. 
5. Analysis is as follows: 
a. Decide if the person under review is responsible, 
b. decide what they did or didn’t do that was an error or identified opportunity for improvement, 
c. then decide how much risk (potential for harm) what they did or didn’t do conferred to the patient on top of the patient’s background risk.
6. Potential for harm is patient specific. The same error may have less potential for harm in a healthier patient.
7. Do not let outcome of the case guide the score. Even in a bad outcome, care may have been excellent. We still need to identify what it is we would have wanted the doctor to do differently and how we would prevent the outcome the next time. 

RATIONALE
8. Include a STANDARD PHRASE for why not P1 or P2. And always answer both including the phrase “Low/High Potential for Harm”. The job of peer review is to lower risk to the patient by reviewing care delivered. 
9. DON’T COMMENT ON OTHERS CARE: Nursing is considered under department review. Do NOT comment on nursing care in peer review. Similarly, residents are under their own review system. 
10. DON’T FINGER POINT: Be careful about suggesting that the patient is at fault for our error (ie they failed follow up or were non-compliant). For inter-department reviews, avoid pointing fingers at other services. It is reasonable to include service line agreements and expectations of the primary person in the review.  Linked cases can be reconciled for their score at peer review oversight committee.
11. STANDARD OF CARE AT THE TIME: The standard of care changes and you want to capture what the standard of care was at the time. Also, don’t over rely on the Departmental Standard of Care when the real standard is the Community Standard of Care 
12. Whether informed consent takes place is a care issue. How the informed consent form reads is a legal issue. 
13. New issues discovered within a case can also be answered within the same case.
14.  Link rationales to the use of established safety systems (ie SURE NETS, weight based pediatric dosing, and AAA prevention). 
15. Don’t include commentary or editorial comments, ie “administration doesn’t care about this”. Do include minutes of discussion of the review or PROC group and any appeal to a P2. 
16. Write up the case so someone without the background knowledge could understand. Regulators are not from the same specialty that did the review. 
17. Physicians don’t have a “scope of practice” to limit expectations. AHP providers do.
18. SNF discharges are viewed as hospital discharges and the expectations are the same. 

RECONCILIATION OF MULTIPLE CASES
9. It is recommended that every medical center have a “reconciliation committee” to address linked cases and multiple cases. This reconciliation committee could be PROC, a new Systems Oversight Committee, C and P or simply the QPL working with the quality director.
10. SPECIAL CASE: When there are many providers involved in care and something is missed by everyone due to a systems issue, consider a CSA through risk instead of opening multiple cases. 
11. SPECIAL CASE: Retained foreign objects, wrong site/patient/side surgery and other never events are a special case for scoring. They should have both a peer review and CSA generally.  
12. Films read by specialty departments ie peds, ed, ortho, are measured at the standard of films read by that same department, not against the radiologists.  If ED read the film, but relied on radiology overread, no need to open case for ED for a missed finding. 
13. ADDENDUMS from the reconciliation committee can and should be added to show the discussion and consideration of the care provided. This can be as simple as capturing a few lines of the discussion at committee.

PERFORMANCE IMPROVEMENT PLANS (PIPs)
6. INCLUDE SYSTEM ISSUES: The BEST PIPs include a short and long term solution to the problem for the entire department, not just the doctor under review. Not only is it OK to do system fixes in PIPs, it is recommended!
7. Use other quality forums to spread learnings: M&M conference, tumor board, department meeting, and grand rounds. These help different departments communicate and head off problems. 
8. Consider letters to the providers for all scores including P0
9. PIPs should address underlying issues that caused the mistake and then verify that learning has occurred. If there is a trend noted in the three year look back, consider behavioral issues. You can verify the learning happened by testing, chart review or prospective observation.
10. If you are going to do chart review and other extensive investigation, consider an FPR rather than a P2 PIP alone.
11. Always tell the story of how we are trying to make care better. Your PROC group can help re-write stories to make them clearer.
12. Style of write up can match the reviewer. Folksy can be good if it is serious and gets to the points above    
13. PIPs should normally include both an intervention (eg education or training) and monitoring for improvement (eg chart reviews).
   
TERMS:
1. Potential for harm= risk conferred to THIS patient by what we did or didn’t do.
2. Identified opportunity for improvement=error made or what we did or didn’t do that was different from the standard for care.
3. Standard for care = is the community standard, not department standard. Can use policy and procedure, clinical guidelines, interviews, to determine standard. 

